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Diagnosis in urology is of paramount impor- 
tance. It has been the effort to accurately and 
comprehensively diagnose urinary diseases that 
has been the main factor to establish urology on a 
scientific and favorable plane. Most of the prog- 
ress in urology has been done in the last quarter 
century. Previous to that time, diagnosis of the 
diseases of the urinary tract were incomplete, 
vague, and in most cases frought with danger. 
The first work of any scientific importance that 
described normal urine and the changes present 
in the diseases of the urinary organs was by 
Theophilus Protaspatharius in the seventh cen- 
tury. In the fifteenth century, the diagnosis of 
the different urinary diseases was wholly done by 
inspection of the urine after its passage into sev- 
eral vessels. Not only did the established physi- 
cian and university graduate practice this method 
in diagnosis, but also certain laymen or quacks, 
called in those days uromancers or uroscopists. 
These uromancers inspected the urine, guessed the 
illness of the patient and promised a miraculous 
cure. 

With the urologist’s armamentarium of today, 
diagnosis of the different urinary diseases is ren- 
dered with exactness. It is no longer necessary to 
dispense with blood in the urine as a trivial condi- 






























*Read before the Providence Medical Association, May 
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tion not necessitating systematic urologic examina- 
tion. Any case with blood, pus, gravel, micro- 
organisms, etc., in the urine, also, those cases with 
pains in the lumbar region, along the course of the 
ureters and over the hypogastric region, should 
not be treated with medicine except in very acute 
conditions, as ureteral colic and acute prostatic 
abscess. 

The symptoms which a patient complains of, no 
matter how characteristic of certain lesions, should 
be used in conjunction with a history of the case 
not for a diagnosis, but as a signal and aid for a 
systematic study of the urinary organs. 

The family history should first be covered in 
questions to the patient. Inherited syphilis and 
stigmata should be looked for. Inquiry about 
tuberculosis, cancer, nervous diseases and kidney 
trouble is important. 

It is necessary to know whether any of the 
infectious -or contagious diseases have been con- 
tracted, as measles, scarlet fever, typhoid, pneu- 
monia, grippe, diphtheria, gonorrhea and syphilis, 
because these diseases are sometimes followed by 
infections of the urinary organs producing pye- 
litis, pyelonephritis, pyonophrosis, renal calculi, 
etc. If the patient has had syphilis, it might 
explain an atony or paralysis of the bladder and 
vesical sphincter. Any previous injuries or opera- 
tions should be noted. The habits and customs of 
the case are well to know. It is an apparent fact 
that habitual postponement of urination will pro- 
duce damming back of urine with consequent 
damage to bladder, ureter and kidney. Habits 
of eating and drinking, evidences of tuber- 
culosis, rheumatism, defective metabolism and 
loss of weight and strength should be noted. 
Inquiry about focal points of irritation should be 
made, as of the tonsils, teeth, especially ulcerated 
teeth, anthrum disease and disease of the middle 
ear. Now what is the principal symptom that the 
patient complains of? Is it pain, urgency or fre- 
quency in urination, or changes in the character 
of the stream or urine? The most common symp- 
toms for which the patient goes to his physician 
are for pain and changes in the urine. 








2 THE RHODE ISLAND MEDICAL JOURNAL 


Pains in the loins and in the ileocostal angle will 
direct us to disease of the kidneys; a sudden 
sharp pain darting down the ureter and reflected 
to the bladder, genitals or pubis, indicates renal 
calculus passing down the tract; and a dull ache 
accompanied by a sense of fullness and pressure 
in the suprapubic region is significant of disease 
of the bladder. The pain of prostatic inflamma- 
tions is usually referred to the glans penis. Women 
very often complain of frequency and urgency in 
urination in spite of a normal urine. In these 
cases a careful examination will often discover a 
caruncle or stricture within the meatus, a polyp 
or urethrocele in the urethra; in others, a 
hyperaemia of the vesical neck and trigone due to 
phosphaturia, oxaluria or uric acid excess. Some- 
times malposition and diseases of the uterus and 
adnexa are the prevailing factors in this disturb- 
ance. If there is hemorrhage in the urine we 
should consider tumor, calculus or tuberculosis of 
the bladder and upper urinary organs. If the 
urine passed into three glasses is cloudy and the 
cloudiness is due to pus, it is indicative of inflam- 
matory diseases of the bladder and upper urinary 
organs. In inflammations around the vesical neck 
and trigone and in the posterior urethra we have 
the characteristic symptoms of frequency, ur- 
gency, hesitancy and dribbling in urination, and 
terminal pain and hematuria. In disease of the 
bladder the characteristic symptoms are frequency 
and urgency in urination, and pus in the urine. I 
might add that infected urine does not become 
cystitis unless diseases are ruled out in other 
genito-urinary organs. 

The symptoms, nevertheless, are oftentimes 
misleading, and their significance, therefore, 
should not be conclusive until a careful and sys- 
tematic physical examination has been made. 

Of all the examination which we make, the phy- 
sical examination is the most important. Method 
and system in this examination will save the phy- 
sician from overlooking certain conditions which 
have a bearing on the disease. Inspection, palpa- 
tion and percussion are the initial steps in this 
investigation. Careful examination of the abdo- 
men for any visual or palpable masses, particularly 
in the right and left hypochondriac regions, should 
be done. We must be careful not to mistake a 
hydatic cyst and an enlarged right lobe of the 
liver, an abscess of the liver, as well as an enlarged 
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gall bladder for the right kidney. On the left side, 
the lower portion of an enlarged spleen is occa- 
sionally mistaken for the left kidney. The most 
common diseases of the kidneys which frequently 
produce an enlargement of the organs and which 
can be mapped out fairly well are movable kidney, 
surgical pyelonephritic kidney, tubercular kidney, 
marked cases of hydronephrosis, pyonephrosis, 
and cystic kidneys. Tumors of the kidneys, while 
rare, generally produce very marked enlargement. 
In patients in whom it is not contraindicated it is 
probably the better procedure to examine the 
patient in three positions—lying on the back, 
standing up and in a stooping position. 

In the male an enlargement of the abdomen in 
the hypogastric region may be a distended bladder 
with residual urine; in the female it may also be 
a distended bladder, as well as a gravid uterus, 
tumors of the uterus, tubes and ovaries, also, 
exudates and abscesses due to diseases of these 
organs. 

In diseases of the ureters there is generally 
tenderness on palpation over the affected area. 

In all cases when abdominal masses are felt, it 
is advisable to consider them in their relationship 
to the urinary organs, particularly so. in the pres- 
ence of urinary symptoms. 

The inguinal region should be examined for 
enlarged glands and swellings. A part of the 
vesical bladder is commonly seen in an inguinal 
hernia, and therefore great care must be used 
before excising a hernial sac. 

The presence or absence of an urethral stric- 
ture can be detected with the bouge a boule. It is 
common to see an acute retention of urine due to 
an urethral stricture. The penis and scrotum 
should be examined for various forms of lesions, 
such as ulcerations, verruca, abscesses and lym- 
phangitis. Enlargements of the cord, epididymis 
and testes may be due to tumors, hydrocele, vari- 
cocele, hernia; and generally speaking, gonorrhea 
produces enlargement of the globus minor, syph- 
ilis enlargement of the globus major of the epi- 
didymis, and tuberculosis an enlargement of either 
or both. A fistula of the scrotum leading down to 
the epididymis is usually tubercular, and accord- 
ing to Rytina, fistulization of the scrotum is always 
tubercular. ; 

The rectal examination with the index finger 
oftentimes sheds light upon the disease disturbing 
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the patient. Tone or atonicity of the anal sphinc- 
ter should be noted. The shape, size and con- 
sistency of the prostate and seminal vesicles can 
easily be made out. An intensely tender, hot, 
swollen, enlarged prostrate with one or both lobes 
involved is characteristic of acute prostatitis; an 
enlargement of the gland accompanied with nodu- 
lations points to a tuberculosis of the prostate. 
In elderly people an enlargement of the prostate 
indicates prostatic hypertrophy or malignant 
growth. Very marked induration in a large pros- 
tate, or a stony hardness of the whole enlarged 
gland, means cancer of the prostate. A localized 
thickening of the seminal vesicles points to a 
tubercular process. 

A finding of great diagnostic importance is an 
induration above the prostate between both sem- 
inal vesicles, called an intervesicular plateau. This 
plateau always points to cancer of the bladder. 
The finger will detect this area better after the 
introduction of the cystoscope into the bladder. 

Diseases of the bladder, ureter and kidney usu- 
ally produce changes in the urine. A knowledge 
of the composition of the urine, while not being 
absolutely diagnostic, is of great aid. Not only 
must we know what pathological elements are 
present, but also, whence they come. Cloudy 
urine, as you know, is due to several causes: pre- 
cipitated urates, precipitated phosphates, sperma- 
tozoa, pus cells, blood cells, epithelia, parasites of 
various sorts, foreign material as dirt, crystalline 
formations and micro-organisms. 


* * * * * 


Now what is the significance of the presence of 
the tubercle bacillus in the urine. It is possible 
though very rare for tubercle bacilli to filter 
through the kidneys without producing. pathologic 
lesions in the kidney, ureter and bladder, although 
in this instance the urine does not contain pus. 
Lawrason Brown of Saranac found tubercle ba- 
cilli in the urine in ten per cent. of 104 cases 
reported with no evidence of urogenital tuberculo- 
sis. Caulk states that in five per cent. of genital 
tuberculosis, tubercle bacilli appear in the urine. 
Tuberculosis of the bladder may be primary as 
reported by Fenwick and Kelly. However, it is 
usually secondary to tuberculosis of the kidney, 
and less frequently to genital tuberculosis. There- 
fore, with these few exceptions, the finding of the 
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tubercle bacillus in the urine invariably means 
tuberculosis of one or both kidneys. Regardless 
in what urinary organ the tubercle bacilli are 
found, the urinary focus is always secondary to 
a tuberculosis focus in other parts of the body, 
and usually in the lungs. 

As I have stated above, any patient with patho- 
logic findings in the urine, as blood, pus, micro- 
organisms, etc., with pains referable to the kid- 
ney, ureter and bladder, and also in those patients 
in whom we suspect tuberculosis, cystoscopy is 
indicated. If the patient has a stricture of the ure- 
thra, a prostatic abscess, or should be very ill, then 
cystoscopy is contraindicated. 

ee ee 


The normal bladder capacity is roughly 200-500 
cc. In the examination of the bladder we should 
look for inflammations, ulcerations, foreign bod- 
ies, new growths, diverticuli and trabeculation. 
Before taking up the discussion of the diseases of 
the bladder, I wish to state very emphatically, 
first, that there is no cystitis without pus in the 
urine; second, that primary cystitis cannot be 
diagnosed unless pathological conditions in the 
other genito-urinary organs are eliminated ; third, 
that the finding of the tubercle bacillus in the 
urine does not necessarily mean tuberculosis of 
the urinary organs; fourth, that eighty per cent. 
of the patients with cystitis have disease of the 
upper urinary organs; fifth, that the predisposing 
factors for bacterial cystitis are trauma, conges- 
tion and retention; sixth, that in any disease of 
the urinary organs it is important to rule out 
syphilis, 


* * * KX * 


A bladder condition with which all of us are 
confronted at one time or other is Acute Reten- 
tion of Urine. It is oftentimes very confusing 
and difficult to trace its etiology, nevertheless, if 
we are careful in the examination we will always 
find the cause. Infection, irritation from instru- 
mentation, alcoholism, food and sexual excess pro- 
duce edema and spasm of the vesical sphincter and 
thereby acute retention. Prostatitis, seminal ves- 
iculitis, and cowperitis produce retention by direct 
obstruction or by some reflex influence. Septic 
diseases producing meningitis or myelitis occa- 
sionally cause temporary paresis or spasm of the 
bladder musculature. Cysts of the abdomen, as 
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large omental cysts, very rarely cause acute reten- 
tion. 

The most common and important diseases of 
the ureter are stricture, kinks and stone in the 
ureter; the less common, though just as impor- 
tant, are injuries, cysts, fistula and calcification of 
the ureter. By means of modern urologic methods, 
as cystoscopy, catheterization of the ureters, ure- 
teror-pyelography and ordinary roentgenography, 
the diagnosis of these diseases can be made. 

ee te ee 

Ordinarily, after catheterization of the ureters, 
it is necessary to collect 5-10 cc. urine in sterile 
vessels from each kidney, in order that a thorough 
examination be made for pus, blood, micro-organ- 
isms, albumin, epithelium, crystals, reaction and 
specific gravity. 

It is very important in diseases of the kidney, 
and especially in those cases in whom operation 
is being considered, to test the functional activity 
of the kidneys. The kidney function can be esti- 
mated by tests of excretion and retention. The 
best and most practical excretory kidney test is 
the phenolsulphonephthalein test by which we can 
estimate not only the combined function of the 
kidneys, but also, after the catheterization of both 
ureters, the relative secretory activity of each kid- 
ney. This dye is employed in solution, 1 cc. in 
amount, containing 0.6 gm., and administered 
either intramuscularly or intravenously. Of the 
tests of retention, the most accurate is the estima- 
tion of the urea of the blood, preferably by Mar- 
shall’s urease method. When we find 20-40 mg. 
of urea per 100 cc. of blood, the blood is con- 
sidered normal ; if the blood urea rises to 1-2 gm., 
the prognosis is considered grave; and over that 
impending uraemia occurs. 

The diseases of the kidney that we look for and 
which can be diagnosed with fair accuracy are 
hydronephrosis, pyelitis, pyelonephritis, pyone- 
phrosis, autonephrectomy, tumors of the kidney, 
displacements and calculus kidneys. Before tak- 
ing up the differential diagnosis of these diseases, 
I wish to state that a pelvis which holds up to 15 
cc. of fluid is considered normal. In our depart- 
ment we have repeatedly introduced 12 cc. of fluid 
into normal kidneys. 

The colon bacillus is found in ninety per cent. 
of kidney infections, and the pyogenic cocci in 
five per cent. of kidney infections. 


January, 1925 


The rarer organisms found are tubercle bacillus, 
proteus, typhoid, gonococcus, pyocyaneus, pneu- 
mococcus, influenza like bacillus and pseudodiph- 
theria bacillus. 

In beginning hydronephrosis the capacity of 
the renal pelvis is over 15 cc., the kidney function 
and urine is normal. In advanced and chronic 
cases, the kidney function is below normal, and in 
some cases totally absent due to destruction of the 
kidney parenchyma. Renal infection frequently 
complicates a hydronephrosis. Filling the pelvis 
with water will show the size of the pelvis, and a 
pyelogram will demonstrate the size, shape and 
the relative position of the pelvis. The above find- 
ings in the presence of an obstruction in the uri- 
nary tract is indicative of hydronephrosis. 

Pyelitis is characterized by a sudden onset, a 
very high fever, with pain in the kidney region, a 
urine loaded with pus and organisms, and a kid- 
ney function which is normal. 

When pyelitis becomes chronic, the infection 
invades the kidney substance producing pyelone- 
phritis. The findings are the same as in pyelitis 
minus the acute symptoms. However, there are 
often acute exacerbations with symptoms ‘like 
pyelitis. In advanced chronic cases the kidney 
function is subnormal. This disease commonly 
affects both kidneys. 

In pyonephrosis we find a great deal of pus in 
the urine from the diseased kidney, micro-organ- 
isms, a subnormal or absent kidney function, and 
a pyelogram showing a dilated pelvis, in certain 
instances to many times its normal size. The above 
findings in the presence of a large kidney, sepsis 
and leucocytosis clinches the diagnosis. The oppo- 
site kidney is usually hypertrophied and has a high 
kidney function. In some cases, either due to the 
infection or stgne or both, for example, tuberculo- 
sis, the kidney parenchyma becomes completely 
destroyed, atrophied, losing its powers of secre- 
tory activity, a condition called autonephrectomy. 
I will report this evening one case of autonephrec- 
tomy. 

Tumors of the kidney are diagnosed by an inter- 
mittent hematuria, pain and the presence of a 
large mass in the renal region. In hypernephroma 
tumor cells may be found in the urine, and met- 
astases may be seen in the long bones. It is well 
to remember that hypernephroma, sancoma and 
carcinoma occur at all ages. Pyelography shows 
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deformity of the pelvis. Polycystic kidneys are 
usually bilateral, and the urine is like that of 
chronic nephritis. The kidney function is low in 
each kidney and lower in the larger kidney. Pye- 
lography shows a broadening of the calices, en- 
largement and displacement of the pelvis as a 
whole. 

Displacements of the kidney can usually be 
detected by palpation, in other instances the pyelo- 
gram will show the relative normal or abnormal 
position of the kidney. 

Stones in the kidney or calcification in the kid- 
ney can be diagnosed by radiography. 

You have noted, undoubtedly, that in my dis- 
cussion of the diseases of the bladder, ureter and 
kidney, I have often referred to roentgenographic 
examinations. It is proper that I did so, because 
the roentgenograph is of invaluable aid in the 
study of these diseases, not only for its diagnostic 
value and ability to verify our previous diagnosis, 
but also for its negative findings. 

I wish now to report in abstract thirteen cases : 

CasE 1: A female patient, age 21, was admitted 
with pain in the appendix region radiating to the 
urinary bladder. Three years previously the 
appendix had been removed for acute appendi- 
citis. The study of the urinary organs was nega- 
tive. A diagnosis was made of pain due to extrau- 
reteral causes. On operation there were found 
adhesions of the great omentum to the anterior 
parietal peritoneum. 

Case 2: A male, age 63, complained of inability 
to urinate for two days previous to admission, 
great tenderness over the bladder region and 
swelling of the lower abdomen. Examination dis- 
closed normal urinary organs, and a large fluc- 
tuating mass, the size of a six months pregnancy, 
in the lower abdomen. A diagnosis of acute reten- 
tion due to external vesical pressure was made. 
On operation a large cyst of the omentum was 
found. 

Case 3: A male, age 58, complained for one 
and one-half years of a day and night frequency 
and urgency on urination, with occasional urinary 
incontinence, and radiating pains to the penis on 
urination. Thirty years ago this patient passed 
gravel in the urine. Examination showed an en- 
larged median lobe of the prostate and a large 
vesical calculus. The patient was cured by remov- 
ing the prostate and the calculus. 
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Case 4: A male, age 39, was admitted with 
symptoms of an acute cystitis of ten days’ dura- 
tion. Examination disclosed an acute primary 
cystitis due to a typhoid like bacillus and chronic 
interstitial nephritis. 

Case 5: A girl, age 20, single, was admitted 
with symptoms of a severe cystitis. Ever since 
childhood she voided urine very often, and at 
irregular intervals blood and calculi were seen in 
the urine. After thorough study, including cysto- 
scopy, catheterization of the ureters, pyelography, 
etc., the following diagnosis was made—paralysis 
of the internal vesical sphincter, chronic cystitis, 
vesical calculi, calculi in the left kidney pelvis, 
progressive calculus destruction of the left kid- 
ney, calculi in the right kidney pelvis, and calcu- 
lus atrophy of the right kidney, calcification of 
the right ureter. The last diagnosis was made by 
radiography. The patient died two weeks after 
admission, no operation having been performed. 

Case 6: A male, age 24, was admitted with 
pain and discomfort in the bladder region, fre- 
quency and urgency in urination, and blood was 
noticed in the urine two months ago. when these 
symptoms began. Examination showed a stricture 
of median size in the bulbous urethra and a cal- 
culus embedded in the lower right ureter. 

Case 7: A male, age 32, complained of tender- 
ness and pain in the left kidney region and attacks 
of kidney colic accompanied with the appearance 
of blood in the urine. These symptoms date back 
two years when the patient fell to the ground 
from a pole. The diagnosis made was: ptosis of 
the left kidney producing kink in the upper half 
of the left ureter. This kidney was removed 
shortly afterwards by another surgeon and found 
to be normal. 

Case 8: A male, age 65, complained for many 
years of pains in both kidney regions, radiating to 
the bladder, and often accompanied with blood in 
the urine. Examination showed a small diverti- 
culum of the bladder behind the left ureter, com- 
plete atrophy of the left kidney and hypertrophy 
of the right kidney. 

Case 9: A female, age 33, complained of symp- 
toms of an acute cystitis dating back one year. 
The patient limped due to an injury of the left 
hip sustained in childhood. Examination showed 
an ankylosis of the left hip joint, pyonephrosis of 
the left kidney and chronic secondary cystitis. A 
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left nephrectomy was done and the patient recov- 
ered. 

CasE 10: A female, age 42, married, com- 
plained for the past five years of pain in the right 
kidney region, radiating to the right groin, slight 
frequency in and pain during urination. Tubercle 
bacilli and pus were recovered in the urine from 
the right kidney. Diagnosis: tuberculosis of the 
bladder and the right kidney. The patient was 
cured by removing the right kidney. 

Case 11: A male, age 24, complained of blood 
in the urine for a period of three weeks. Examina- 
tion demonstrated both kidneys much enlarged. 
On cystoscopy, blood was seen coming from the 
left ureter. Double pyelograms showed both 
pelves very large, the left holding 55 cc. of fluid, 
elongated and deformed. The kidney function 
was subnormal in each kidney, but lower in the 
left kidney. The left kidney was removed for the 
haematuria and found polycystic. Diagnosis: bi- 
lateral polycystic kidneys. 

Case 12: A male, age 24, complained for two 
months with symptoms of an acute cystitis and 
severe pain in the left kidney. These symptoms 
began after an attack of grippe. Examination 
disclosed a much inflamed bladder, with thick pus 
exuding from the left ureter and no excretion of 
phenolsulphonephthalein by the left kidney. Pye- 
lography showed two large abscesses in this kid- 
ney. The diagnosis in this case as verified by 
operation was: acute pyelonephritis of the left 
kidney with abscess formation, and chronic sec- 
ondary cystitis. 

Case 13: A female, age 18, complained for 
two months of severe pain in the left kidney re- 
gion radiating to the bladder. Two and one-half 
months ago the patient was operated upon for 
acute appendicitis. On examination pyelography 
showed multiple strictures of the left ureter with 
hydroureter and left hydronephrosis. 





DISCUSSION OF DR. VINCENT J. ODDO’S 
PAPER ON “DIAGNOSIS OF THE DIS- 
EASES OF BLADDER, URETER AND 
KIDNEY.” 

Dr. Kerney: Dr. Oddo has given a very, ex- 
tremely interesting paper. He has covered the sub- 
ject ina very comprehensive way. I think he tried 
probably to give too much in one paper, but what 
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he did was given very well. I think the main point 
in the paper was a very careful and thorough ex- 
amination and not taking anything for granted. 
I think that point has been stressed here several 
times. Dr. Oddo gave us a very interesting series 
of plates, and I think a study of those plates will 
tend to help us to make our diagnosis in cases, 
I think we will all agree on the methods of diag- 
nosis, more so than the medical and surgical peptic 
ulcer. They seem to be disagreed all the time, but 
I think the subject of kidneys is pretty well under- 
stood. I think, however, the condition of the blad- 
der is not so well understood, and the surgical 
and physiological conditions require the use of 
several new instruments to thoroughly diagnose 
these cases. There is no question but that they 
will require several kinds of cystoscopes and endo- 
systoscopes and urethroscopes. The ordinary 
bladder conditions are readily diagnosed, and pro- 
static conditions require a fine diagnosis, and there 
is no other way they can be so finely diagnosed. 

One of the most important points is that little 
attention is given to a posterior urethral condition. 
There are three instruments which give us a real 
picture of the posterior urethral condition. The 
first is the ordinary open end urethroscope, which 
is not applicable to ordinary diagnosis. You 
have the McCarden type, which greatly magnifies 
the posterior urethra. Then one between those 
two which gives the real picture is the type 
of Greenberg. In order to diagnose cases 
thoroughly you have got to have at least four types 
of instruments. I recently had a very interesting 
case of a physician who had some urethral trouble, 
and it was impossible to diagnose that condition 
with any instrument outside of a Greenberg. | 
found a growth about the size of a millet seed, 
and by treating that through the Greenberg instru- 
ment the symptoms began to disappear immedi- 
ately. 

I think the hour is getting too late to carry this 
discussion too far, but I should like to take up sev- 
eral interesting parts. Others would like to dis- 
cuss this paper, and I will stop here. 


* * * * 


Dr. Eric SToNE: Mr. President and Members 
of the Society: I just want to stress the point of 
what seems to me the important point of the en- 
tire paper, and that is that in bladder conditions, 
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in persons presenting themselves with bladder 
symptoms, very seldom is the fault in the bladder. 
I think Dr. Oddo has presented that very well, 
especially in the case history where the symptoms 
were all referable to the bladder, and then it was 
found that the trouble was higher up or in some 
other part of the urinary tract. 

In my experience I find that women complain- 
ing of bladder troubles are mostly women with 
uterine trouble. In sixty-seven per cent of people 
complaining of bladder trouble, the trouble is in 
the upper urinary tract. The remaining low per 
cent show changes in the bladder itself. I would 
like to stress Dr. Oddo’s point that when you see 
a bladder case, be sure to bear in mind that in 
about seventy-seven per cent of the cases the 
source is outside of the bladder, and the bladder 
condition cannot be cured until the outside source 
is eliminated. 

* * * * 


Dr. Corvese: In the Gynecological Depart- 
ment of the City Hospital there were several pa- 
tients with frequent micturition, about fifteen 
times a day, who became practically normal fol- 
lowing cystoscopic examination. They improved 
without any other treatment. It was felt that they 
were very mild cases of straining of the urethra. 

* * * * 


Dr. Oppo: It gives me great pleasure to know 
that most of us are interested in diseases of the 
bladder, ureter and kidney. I have tried to stress 
that a complete and thorough examination is 
necessary in patients who have any kind of uri- 
nary symptoms. I have also attempted to empha- 
size that the primary disease is oftentimes distant 
from the region complained of. If through the 
aid of this paper you have grasped a new point 
of view on the diseases of the urinary organs, I 
shall have been well repaid for my efforts. Thank 
you. 
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The subject for discussion is one of both theo- 
retic and practical interest. It is still somewhat in 
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the realm of theory because there remains much 
to be determined regarding the etiology of peptic 
ulcer, and much concerning its diagnosis and its 
treatment remains a fruitful field of controversy. 
On the practical side it may be said that a very 
large proportion of the ailments of the clientele 
of the man in general work in the practice of phy- 
sic centers about digestive disturbances. Before 
taking up the subject of medical treatment a little 
ought to be said about the present views of the eti- 
ology and diagnosis of peptic ulcer. 


ETIOLocy. 


There are some unsettled problems in the ex- 
act etiology of peptic ulcer. As in many other 
diseases there are many factors at work. The old 
Virchow view of 1855 still holds: of a lowered 
vitality of a circumscribed area of the stomach, 
and the proteolytic enzyme action of the gastric 
juice on this area. Bevan expresses it mathemati- 
cally in an algebraic formula: x + y + z = ulcer; 
—here x represents the gastric juice; y, an area of 
impaired nutrition; and z the lowered resistance 
of the individual. In regard to x in this equation 
there is some little dispute. The gastric juice rep- 
resents HCl and pepsin. HCl in excess in cases 
of peptic ulcer is not an invariable constant, Ulcer 
exists in some cases of achylia. In a statistical 
report of Sir Berkeley Moynihan and Dr. Bell 
only about 21% of the cases of gastric ulcer 
showed a high normal acidity or a hyperchlor- 
hydria, 34% furnished a normal acidity, and the 
remaining 45% were from a low normal acid con- 
tent to an achlorhydria. On the other hand, in a 
similar series collected by the same observers, 
about 73% of duodenal ulcers had a high nor- 
mal acidity or a hyperchlorhydria and a little over 
5% were achlorhydriac. In both gastric and duo- 
denal cases there was in three-fourths of them a 
delay in emptying of the stomach. In a much 
larger series of cases Smithies gives figures in 
substantial accord with those just cited. While an 
outstanding hyperacidity undoubtedly has influ- 
ence in the dual part with pepsin, eroding and di- 
gesting the area of focal impairment, it is by no 
means the sole factor. In fact it may be quite of 
minor importance as will appear later. Preceding 
the chemical action of the gastric juice there is an 
area of impaired circulation due to embolism or 
thrombosis of the gastric radicles. Contributory 
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causes may be many. Anemia may be a propter 
hoc and certainly is often a post hoc concomitant. 
One cannot and certainly ought not to generalize 
from insufficient data. The aphorism of Damas- 
cenus, “without exquisite knowledge, to work out 
of books is most dangerous,” applies forcibly in 
this subject of peptic ulcer. 
acidity and may produce spasm of the pylorus. 
The dragging down of the pylorus and the lesser 
curvature in the ptotic abdomen may be of signi- 
ficance. The more frequent occurrence of duo- 
denal ulcer in the male may have an anatomic 
basis in that in the male the first portion of the 
duodenum is directed rather upwards and not in 
the transverse position normally seen in the fe- 
male. Thus the forcible impact of the acid stom- 
ach contents against this duodenal wall may ac- 
count for the greater frequency of duodenal ulcer 
in the male. 

There is also a vagotonic or a vagodepressant 
causative factor, and reflex sympathetic nervous 
influences also are brought into the etiologic pic- 
ture and no doubt play some role. The endocrine 
enthusiast claims, and no one knows definitely 
with how much justification, that overfunctioning 
or underfunctioning of the pancreas or adrenals 
or a hormone forming tissue in the pylorus plays 
no inconsiderable part. 

The streptococcus with special predilection for 
the peptic region as vouchsafed for by Rosenow 
and others seems to have experimental and human 
hasis that is not entirely in the limbo of theory. 

The aforementioned causative factors may ex- 
plain the acute ulcer. This type-is one that heals 
with great readiness. The chronic ulcer is a little 
difficult to explain. Perhaps the constant irritating 
chemistry of the stomach contents, the motility 
of the viscus, the insult mechanically of the food, 
vagotonic instability, persistent reflex irritation 
from other parts of the abdomen as in the appen- 
dix, the gall bladder or elsewhere, intra gastric 
pressure or extra abdominal, or constant bacterial 
invasion from the tonsils, any or all, may prevent 
the prompt healing of an acute ulcer and the re- 
sultant be a cicatrized, calloused chronic ulcer. 


SYMPTOMS AND DIAGNOSIS. 


The symptomatology of peptic ulcer is equi- 
vocal. Undoubtedly, many acute ulcers, and also, 
perhaps, many chronic ulcers, have existed symp- 
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tomless or may have occasioned anomalous, un- 
recognized, vague, indefinite, signs. Not infre- 
quently healed ulcers are found at necropsy. Occa- 
sionally one sees ulcers in persons who have died 
of some other disease and who, during life, made 
no complaint of any digestive disturbances. One 
is familiar with a perforation or a copious hem- 
orrhage as the first evidence of ulcer. The other 
side of the shield will reveal many cases with 
every classical sign, subjective and objective, of 
ulcer and where, on section, on the operating table 
or on further observation, the ulcer diagnosis is 
found to be wrong. The following quotation from 
a recent article by Moynihan is well worth pon- 
dering with humility: “All that has been written 
requires, I think, the most ruthless scrutiny in the 
light of the new truths disclosed by the work of 
the surgeon and of the radiographer. Heartless 
as it may appear, I venture, with diffidence, but 
with hope, to suggest that complete reconsidera- 
tion of this subject by the physician may be under- 
taken. If my own experience can be taken to have 
a representative value, it is true to say, that in 
more than half the number of cases in which the 
diagnosis is made in every day practice, and by 
the ordinary methods, it is inaccurate.” 

Dragging down of the pylorus and of the first 
portion of the duodenum in a marked gastroptosis 
may give all the subjective symptoms of a full 
blown ulcer. Chronic appendix, gall bladder 
disease, gastric crises of tabes, lead poisoning, 
ureteral stone, and other abdominal conditions as 
well as neuroses have all been operated on with 
an ulcer diagnosis. Even occasionally the X-ray 
has deceived us in the mimicry of a picture in the 
duodenum akin to ulcer, whereas adhesions to an 
inflamed gall bladder have been the cause of the 
deception. Sometimes the onset of diabetic coma 
is accompanied by severe epigastric pain and a col- 
lapse suggesting perforation. 

The congeries of symptoms in the everyday 
variety of peptic ulcer are somewhat as follows: 

Pain. 

Eructations. 
Vomiting. 
Hematemesis. 
Epigastric tenderness. 

The pain may vary from a mild discomfort to 
a severe type. The time feature is most significant, 
coming with definite periodicity—following the 
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same sort of meal with periodic exactness. It 
comes at the same time. Moynihan stresses the 
rhythmicity of the pain. In gastric ulcer the 
rhythm is “food, comfort, pain, comfort ; and then 
again food, comfort, pain, comfort ; of duodenal 
ulcer, it is food, comfort, pain, and then again 
food, comfort, pain—a quadruple rhythm in the 
former disease, a triple rhythm in the latter. This 
rhythm may continue for a time and there may be 
a remission. This remission is another charac- 
teristic symptom of ulcer in many cases. There 
may, too, be seasonal occurrences as in the spring 
or fall.” 

The exact cause of the pain is not definitely 
known. Probably it is largely caused by distension 
or intra visceral tension due to peristalsis or 
motility. In perhaps smaller degree it is due to 
acid gastric juice (chemical pain). In part it may 
be due to rough food particles. It may be due to 
an acute exacerbation of an inflammatory process 
about the ulcer. 

The eructations may be sour. 

Vomiting may or may not occur. It is much 
more common in cases of pyloric stenosis when 
stomach contents held back for long periods may 
be vomited. 

Blood in varying amounts may be vomited from 
occult quantity to a massive hemorrhage. The 
stools may contain blood and in the old chronic 
ulcer it is rather common to find it. Careful 
search for occult blood is of considerable aid m 
diagnosis. But it is well to bear in mind that the 
benzidin test may be vitiated by bismuth and other 
absorptive drugs, (if these are taken in large 
amounts) by a catalytic action. Hemorrhage 
occurs in about 25% of the cases. In the event 
of a large hemorrhage from the stomach it may 
require much investigation to trace it back to the 
source. A case in point will illustrate. A man of 
forty came under observation. Up to thirty years 
of age there was nothing in his history bearing 
upon this illness. At thirty he began having diges- 
tive disturbances, distress after eating, much gas, 
with periods of remission. Whiskey was advised 
for the relief of the discomfort. This led to the 
consumption of increasing amounts. The remis- 
sions were followed by greater post cibial dis- 
comfort and pain, requiring more soda, more 
whiskey. After a time the day was begun with 
considerable draughts of spirits. Then came a 
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large hemorrhage from the stomach. Here, then. 
was presented a case to decide whether the blood 
was from an ulcer or from hepatic cirrhosis. In 
the absence of dilated superficial veins in abdo- 
men and chest, the absence of hemorrhoids, the 
lack of morning nausea, made the doctrine of 
chances favor ulcer. This was proved correct by 
the X-ray, finding of ulcer of the duodenum, and 
the subsequent clearing up of the case under medi- 
cal treatment. Hemorrhage and in large amounts 
one may find reflex to disease of the appendix ; it 
may come from toxic hepatitis, from cirrhosis of 
the liver, from cholecystitis, from splenic anemia. 

“Of all ancillary methods of diagnosis” one of 
the greatest is the assistance furnished by the 
expert radiographer. But even he may go wrong 
occasionally. Fluorososcopy and_ radiography 
next to the anamnesis are of the most signal help. 
A careful, painstaking history, digging out a nug- 
get of evidence here, and a reluctant one there, in 
a patient perhaps none too intelligent, all this is 
of the acme of importance. Symptoms vary as 
the chronic case progresses or retrogrades, so that 
later on an entirely different symptom complex 
appears—when adhesions have taken place, and 
erosions into the pancreas, or gall bladder or colon 
or abdomen. Perigastric inflammation with more 
or less constant pain or soreness and tenderness 
may now be present. 

The differential diagnosis between gastric ulcer 
and secondary gastro motor spasm symdrome due 
to appendix or gall bladder may in ulcer be more 
apt to have remissions, whereas, in the secondary 
spasm it is apt to be more constant and over a 
long period of time. True peptic ulcer is more 
uncommon in persons of either sex under 30 
years of age. 

Mention has already been made of the extreme 
difficulty oft times in making a diagnosis, especially 
in gastric ulcer. And not only is it a difficulty 
confronting the medical man or the radiographer, 
but also the surgeon with the viscus in front of 
him to inspect with eye or fingers. Even then the 
surgeon under these conditions may be uncertain. 
If he does not find a hard indurated mass, or see 
evidences of scar tissue, he may yet find an ulcer 


- on opening the stomach. But even here there is 


supreme difficulty. No less an authority than Fin- 
ney says: “Even with the aid of my skilled 
medical colleagues I find myself sometimes unable 
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to make a definite diagnosis of ulcer, either duo- 
denal or gastric. Furthermore, sometimes I find 
myself very much embarrassed when I have the 
stomach right before me to tell whether there is 
an ulcer. Even when I have opened the stomach 
in the course of a pyloroplasty I find myself still 
more embarrassed to tell whether there is an ulcer 
—with the mucosa right before me.” 


MEDICAL TREATMENT. 


One must feel oneself on no very certain foot- 
ing here, for there are presented to one in the 
literature of peptic ulcer a great many medical 
treatments. For sometime the pendulum had 
swung far toward surgery for many of the proved 
out ulcers. There is a return swing toward a fair 
medical treatment in most of the cases of acute 
ulcer and in many of the more obstinate of the 
chronic ulcers. If the etiology were on a securely 
certain basis, treatment, no doubt, would not fluc- 
tuate between the two hostile camps of the un- 
bending reactionary medical man and the radical 
surgeon. The surgeons, even, are not in entire 
accord. Some excise; others do not. Some do a 
gastro enterostomy ; some a pyloroplasty ; some a 
gastrectomy. Each case is to be studied individ- 
ually. In the severe case rest of body as well as 
of mind is essential. The psychic factor is of 
great importance in secretory functions. Before 
beginning medical treatment, the patient should 
be impressed with the great length of time that 
may be needed to effect a cure, and also that 
medical treatment may result in failure. All this 
ought to be stressed at the very outset, for with- 
out the element of time the attempt at cure may 
be futile. Careful co-operation of patient and 
physician is imperative. 

Much ridicule, and with some justice, has been 
heaped upon the medical man for playing fast 
and loose with symptoms and for classifying them 
in an individual case as ulcer where there may be 
a reasonable doubt as to its existence. Perhaps 
there may be cases where an X-ray examination 
is impracticable, but wherever possible this ought 
to be done to aid in the diagnosis and also for the 
treatment that may be indicated. In the language 
of one of the Mayos—first catch your ulcer before 
treating an ulcer. 

The treatment of ulcer is in the main diatetic 
in the average ambulant case. Specifically what 


January, 1925 


it will be, depends somewhat on the predilections 
of the physician. The diet at the start may be a 
milk and cream mixture every one to three hours 
with an alkali midway between the feedings after 
the method of Sippy. The drug combination may 
be sodium bicarbonate, calcium carbonate, magne- 
sium oxide, bismuth subnitrate. These drugs may 
be given singly or in combination. The rice water 
mixture of Sailer, of Philadelphia, can be advan- 
tageously a starting feeding. It is palatable; it 
contains a fair caloric value and this food value 
can be rapidly stepped up by increasing the num- 
ber of egg whites, and also by increasing the 
cream content. I have seen this Sailer method 
followed out in several cases where the Sippy 
mixtures were distasteful. If necessary, in case of 
hyperacidity that is not controlled by the diet, an 
alkaline powder can be used. 

The Lenhartz diet, which occupied the atten- 
tion of many medical men, suits many cases. The 
Shattuck crackers and milk diet and a cooked 
cereal have proved useful in very many cases. 

By following out with meticulous care some sane 
diet, persisting with it for several weeks or months 
and even longer, depending on the progress of the 
case, great benefit will generally accrue. Meat and 
cooked fruits follow later. The feedings are fre- 
quent at first and, by degrees, each case being a 
case unto itself, the intervals are increased, the 
amount of feeding is increased and the variety is 
increased. After the feedings, an alkaline com- 
bination may be necessary, as already stated. The 
alkali may be called for, not only for checking the 
free HCL, but also for controlling the extra 
motility of the stomach. The method of feeding 
as regards diet and drugs has been dealt with in 
terms of general principles. The application to 
each individual is a matter for the physician to 
determine in the case before him. With the care- 
ful application of these principles nearly all of 
the acute ulcers will respond with a cure and in a 
great many cases of the chronic ulcers there will 
be an amelioration of the symptoms, and, in a 
great many, a cure. The pyloric spasm will be 
relieved, if not organic, and even if organic, if the 
cicatricial tissue is not sufficient in amount, per- 
haps the food egress from the pylorus will be 
enough to maintain good health and comfort. In 
very obstinate cases Sippy resorts to doses of 
alkali in large amounts and with sufficient fre- 
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quency to neutralize the high acid, free and com- 
bined, in the stomach. In the severe stenosis cases 
frequent aspiration of the acid fluid is done and 
an alkaline mixture replaces this. Sippy claims 
85% cures of all gastric ulcer by medical treat- 
ment as outlined by him. Of the remaining 15%, 
where there is pyloric stenosis of various grades, 
about half are cured with patiently prolonged 
careful treatment. The remaining half of the 15% 
are cases for the surgeon. As followed by Sippy 
in all its details it requires a monumental amount 
of work, but, no doubt, the end justifies the 
means. A full description of his scheme will be 
found in the Nelson System. To follow the plan 
in its entirety is a formidable undertaking. Un- 
fortunately a symptom-free patient does not, ipso 
facto, mean a cure. Perhaps a two year freedom 
will mean a cure. The radiologist should assist in 
deciding this problem. Where there is stenosis 
due to spasm bromides, atropine pushed often to 
the limit, and perhaps frequent aspiration of the 
acid contents will be of great help. 

In the hard, calloused ulcer the problem is 
probably surgical. With the patience of a Job and 
the intelligent, enthusiastic persistency of a Sippy, 
many of these ulcers have melted away and have 
been cured. When one recalls some of the hard; 
indurated leg ulcers, and the great difficulty in 
healing them with direct treatment, the inherent 
difficulty in treating an unseen crater ulcer with 
firm calloused edges is manifest. Perhaps duo- 
denal feeding through a tube, as advocated by 
some, will give sufficient rest to the stomach to 
permit healing of such an ulcer that might be 
incurable otherwise. 

There have been valid objections made to large 
and frequent and long continued doses of alkalis. 
A number of cases have been reported of alka- 
losis. In renal cases considerable harm has been 
done. 

Medical treatment is sometimes the alternative 
in a calloused ulcer where a high blood pressure, 
great obesity and a high blood nitrogen make the 
case a dubious surgical risk. Such a case has 
come under my observation within a short time. 

Careful dieting may be necessary for months 
and even for a longer time great care and circum- 
spection may be demanded. However, it is use- 
less to expect a cure of a peptic ulcer if a caus- 
ative factor remains, as for example a diseased 
appendix, a gall bladder infection, a colon infec- 
tion, diseased tonsils, or any other focus. Occa- 
sionally a + + + + Wasserman complicates and 
requires treatment. 
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TREATMENT OF HEMORRHAGE. 


Death from hemorrhage in a peptic ulcer is of 
rare occurrence. Sippy claims hemorrhage rarely 
occurs if his treatment has had a twenty-four hour 
start. In a copious hemorrhage, rest in bed is the 
first essential. Withholding all food from the 
stomach for a few days and giving perhaps a 
little alkaline water to prevent the gastric diges- 
tion, prematurely, of the clot and giving for this 
magnesium oxide rather than sodium bicarbonate 
is an approved procedure. Opium may be of help 
to check peristalsis and to quiet the patient. An 
ice bag is usually applied to the abdomen—with 
what advantage is questioned by some. After a 
few days, small and repeated amounts of milk 
and water mixture are given until gradually this 
is increased and other food is added. A copious 
peptic ulcer hemorrhage is almost always a medi- 
cal proposition. English statistics record a surgical 
death rate in these cases of 30%, whereas the 
result of medical treatment is barely 5%. The 
treatment of small, oozing, bleeding usually is 
that of ulcer in general. It may be a surgeon’s 
job. 

There are many cases where medical treatment 
yields the pride of place to the surgeon. First of 
all the perforations. This condition is surgical 
from the instant of its recognition. Second, un- 
yielding pyloric stenosis. Third, calloused indu- 
rated ulcers that do not yield to patient medical 
treatment. Fourth, hourglass stomach with almost 
separate chambers. Fifth, constant bleeding that 
does not yield to medical treatment. Sixth, where 
a question of cancer arises. 

Much has been written on cancer of the 
stomach as a sequence of ulcer. Many surgeons 
of the widest experience are confident of this 
transition. One is keenly aware, however, from 
the recent literature that there is an increasing 
disbelief in this and statistics of a very convincing 
type are marshaling to prove that cancer of the 
stomach originates de novo. 

A further injunction ought to be made in regard 
to the operated cases. Careful medical treatment 
should be carried on over a long period of time 
following any operation, be it resection, or exci- 
sion, or a pyloraplasty or a gastro enterostomy. 
Thus may be prevented irritation of the jejunum 
and even jejunal ulcer. 

In closing. it must be stated with emphasis, that 
the medical man and the surgeon should work 
together in the most fraternal harmony, the one 
supplementing the work of the other, both being 
aware that no one treatment can be applied to all 
cases. 
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EDITORIALS 





DR. WILLIAM F. BARRY. 





It is our unwelcome and unfortunate privilege 
to chronicle the death of the esteemed president 
of the Rhode Island Medical Society, Dr. William 
F. Barry of Woonsocket, who died while respond- 
ing to the call of duty in the early morning hours 
of December seventeenth, 


The passing of Dr. Barry, occurring at a time 
that might be considered the prime if life, in the 
midst of probably his best constructive period, 
when personal qualities as well as ripened experi- 
ence had so endeared him, not only to the people 
at large, but to his professional associates, that it 
has left a very evident impress upon all who have 
been fortunate enough to have come into per- 
sonal contact with him. 

Industrious and earnest in his profession and as 
a citizen, Dr. Barry’s life was an inspiration to 
all who knew him. 
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During an active life, Dr. Barry held many im- 
portant offices in both civic and professional or- 
ganizations which he filled with honor and with 
credit. 

As president of the Rhode Island Medical So- 
ciety he was constructive, methodical and agres- 
sive. As a member of the publication committee, 
resourceful and helpful. Proud of his association 
in life, we feel a corresponding sadness in the 
realization of his death. The medical profession 
of Rhode Island, in the closed chapter of his life, 
pays tribute to his memory. Peace and Farewell. 





ANNUAL EXAMINATIONS. 


Too frequently does one read in the daily papers 
the account of some prominent business or pro- 
fessional man who died suddenly, when appa- 
rently in good health and in the midst of his 
activities. Too often is it the case that the age of 
such a person is below 50 or 55 years. 

It seems a pity that men who have reached 
such a position in their business or profession 
that they are of the greatest service to the com- 
munity, should have their usefulness stopped too 
early. There must be some method of preven- 
tion that will save these valuable people to their 
families as well as to their communities. 

Undoubtedly an annual examination after the 
age of 40 would help materially in detecting some 
danger signs, a persistent hypertension, that is 
more than physiological ; a slight trace of albumen 
in the urine, an increase of the abdominal girth 
without any attempt at correction, the presence of 
infected teeth are only a few of the danger signs 
that might be discovered. 

The important part of the examination should 
be the advice. This should be frank and definite. 
The individual should realize that the discovery of 
these defects does not mean a complacent accept- 
ance of the inevitable, but that judicious curtail- 
ment of injurious activities and habits is com- 
patible with a life of pleasure and service. 





MEDICAL EDUCATION OF THE PUBLIC 
—ANOTHER GOOD MOVE. 


Everything which helps in securing for the 
average citizen a clearer understanding of the 
plain facts regarding health and disease both 
from the individual and from the community 
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standpoint should have the unstinted support of 
the profession. In addition to the splendid field 
work of such bodies as, for example, the National 
Tuberculosis Association and the National Com- 
mittee for Mental Hygiene; and the special lec- 
tures and publications of such societies in their 
particular fields there has been great need of 
agencies for diffusing information more general 
in character, and of greater scope, which would 
reach the so-called “tired business man” and his 
no less tired wife and family in their own home. 
Special newspaper articles such as the admirable 
series written by Dr. Chapin, under the heading 
“Medical Facts and Theories,” are of the great- 
est value in this connection and probably are more 
influential in moulding public medical opinion than 
any other type of publication. Indeed it is very 
common for the family practitioner to hear such 
articles quoted freely in the home and to find 
families well informed on subjects of which, a 
few years ago, they were either quite ignorant 
or burdened by a great fund of misinformation. 
So, also, the publication of Hygiea by the Ameri- 
can Medical Association has been of: very real 
value as well as of great interest to the lay public. 

Elsewhere in this issue there is reviewed the 
National Health Series, edited by the National 
Health Council of which the American Medical 
Association, the American Red Cross, the Na- 
tional Tuberculosis Association, the National 
Committee for Mental Hygiene and six other 
societies are direct members. The Journal takes 
this opportunity of calling the attention of its 
readers to this set of little hand books, each by 
an expert and authoritative in its own field, which 
constitutes a layman’s text book on medical mat- 
ters which could hardly be surpassed. The vol- 
umes are all excellent reading for the general 
practitioner himself. and it is to be hoped that 
there will be many opportunities for him to recom- 
mend them to. his patients. 





Resolutions adopted by the House of Delegates 
of the Rhode Island Medical Society at a special 
meeting held December 23rd, 1924: 

WHEREAS, on the seventeenth day of December, 
nineteen hundred and twenty-four, Divine Provi- 
dence called to his rest Dr. William F. Barry, 
President of the Rhode Island Medical Society, 
and 
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Wuereas, The Rhode Island Medical Society 
sorrows in the loss of an earnest, enthusiastic and 
loyal Presiding Officer and Fellow. Now be it 

REsOLvED, That the House of Delegates of the 
Rhode Island Medical Society in special session 
this twenty-third day of December, nineteen hun- 
dred and twenty-four voices the grief which is 
visited upon this Society in the death of its be- 
loved and honored President, Dr. William F. Bar- 
ry, and be it further 

REsoLveD, That the Committee on Necrology 
be instructed to prepare a suitable Memorial of 
Dr. Barry to be presented at the next regular 
meeting of the Society and that a copy of these 
resolutions and Memorial be published in the 
official transactions of the Society and a copy of 
both be sent to the family of Dr. Barry. 





‘ SOCIETIES 


Ruope Istanp Mepicat Society. 


There was a meeting of the House of Delegates 
on Tuesday, November 25, 1924, 5:00 P. M. 
o’clock at Medical Library Building. 

Business: Financial Budget. 

J. W. Leecu, M.D., Secretary. 





Quarterly meeting was held Thursday, Decem- 
ber 4, 1924, 4 P. M., at the Medical Library. 
Providence. Program follows: 

“The Evolution of the Surgery of the 
Stomach,” Dr. Wayne Babcock, Philadelphia. 
Lung Abscess, Dr. Walter C. Rocheleau, Woon- 
socket. Collation followed. 


J. W. Leecu, M.D., Secretary. 





The regular November Council meeting of the 
Council was held at the Medical Library Novem- 
ber 25, 1924, at 4:00 P. M., with the President, 
Dr. Wm. F. Barry, in the chair. 

The Treasurer’s Budget for 1925 was pre- 
sented by the Treasurer, Dr. Mowry, as follows: 
Secretary, Expense (Sec. hire) $75.00 
Stenographer at Meetings........... 15.00 
Printing and Postage 
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City Water 

House Supplies and Expenses 

House Repairs 

Safe Deposit 

Treasurer’s Bond 

Collations and Annual Dinner Ex- 
penses 

Librarian 

Janitor 

Books and Journals (Including Ely 
Fund, $74) 

Rhode Island Medical Journal 


On motion of Dr. Champlin, seconded by Dr. 
Chase, it was voted that the Council recommend 
to the House of Delegates the adoption of the 
budget as presented by the Treasurer, 


INCOME FoR 1925. 


Interest from Ely Fund 
Providence Medical Association 
Use of Building 

From Journal 


$4,984.00 


The meeting then adjourned. 
J. W. Leecu, M.D., Secretary. 





The regular November meeting of the House 
of Delegates was held November 25, 1924, at the 
Medical Library at 5:00 P. M. 

The recommendation of the Council for the 
adoption of the Treasurer’s Budget for the year 
1925 was presented to the House. Upon motion 
of Dr. Chase, seconded by Dr. Buffum, it was 
unanimously voted to adopt the budget as read. 

Upon motion of Dr. Brown and seconded by 
Dr. Jones it was voted to fix the annual dues for 
1925 at $10.00. 

The meeting adjourned at 5 :30. 


J. W. Leecu, M.D., Secretary. 





Jan 


S'SS SSS SSSSSBSSEEESE 


0 
0 
10 
0 
0 
10 
0) 


January, 1925 


ProvipENCE MepIcAL ASSOCIATION. | 
(Providence District Society) 


Monday, December 1, 1924, 8:45 P. M. 
Medical Library Building 


PROGRAM 


1. Further Gastro-Intestinal Considerations. 
Dr. W. Louis Chapman. 

2. Experiences in the Medical Missions of 
Northwestern Canada. Dr. Roland Hammond. 

The Standing Committee has approved the fol- 
lowing applications for membership : 

Dr. Simon Albert, Dr. Francis V. Garside. 

In accordance with Article I, Section 6, of the 
By-Laws, the Standing Committee presents the 
following nominations for officers and committees 
for the year 1925: 

For President—Albert H. Miller, M.D.; for 
Vice-President — Roland Hammond, M.D.; for 
Secretary—Peter Pineo Chase, M.D.; for Treas- 
urer—Charles F. Deacon, M.D. 

For Member of the Standing Committee for 
five years: George W. VanBenschoten, M.D. 

For Trustee of the Rhode Island Medical 
Library for one year: Charles O. Cooke, M.D. 

For Reading Room Committee: George S. 
Mathews, M.D., Herman,C, Pitts, M.D., Elihu 
Wing, M.D. 

For Delegates to the House of Delegates of 
the Rhode Island Medical Society: 

I. H. Noyes, M.D., P. T. Hill, M.D., W. P. 
Buffum, Jr., M.D., G. R. Barden, M.D., H. G. 
Partridge, M.D., A. H. Ruggles, M.D., A. M. 
Burgess, M.D., F. V. Hussey, M.D., W. F. 
Flanagan, M.D., M. B. Milan, M.D., H. B. San- 
born. M.D., L. C. Kingman, M.D., E. S. Camer- 
on, M.D., W. H. Higgins, M. D., A. J. Mc- 
Loughlin, M.D., P. P. Chase, M.D. 

For Councillor for two years: Henry J. Hoye, 
M.D. 


Collation followed. 
Dr. GeorGE W. VANBENSCHOTEN, President 
Dr. PETER PinEo Cuase, Secretary 
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AMERICAN SANATORIUM ASSOCIA- 
TION. 


EASTERN SECTION. 


OFFICERS. 


Executive Committee: Harry LEE BARNEs, 
M.D., Chairman; SAmMuev B. Encuisu, M.D., 
Secretary ; Frep H. Hetse, M.D. 


SEconp FALL MEETING. 


Wallum Lake, R. I., Friday, November 7, 1924. 
Providence, R. I., Saturday, November 8, 1924. 

The Mid-Winter Session of the Eastern Sec- 
tion of the American Sanatorium Association was 
called to order on November 7th, by the Pres- 
ident, Doctor Barnes, in the Rhode Island State 
Tuberculosis Sanatorium, at Wallum Lake, with 
the following present: ‘ 

Dr. B. J. Pollak, Secaucus, N. J.; Dr. Remey, 
Massachusetts; Mr. T. B. Kidner, New York; 
Dr H. St. John Williams, Poughkeepsie, N. Y.; 
Dr. John F. O’Brien. Niantic, Conn. ; Dr. Andrew 
Peters, Loomis, N. Y.; Dr. Earle C. Willoughby, 
No. Reading, Mass.; Dr. W. B. Davidson, Rut- 
land, Mass.; Dr. H. S. Wagner, Barnstable 
County, Mass.; Dr. Ernest B. Emerson, Rutland 
State Sanatorium, Mass.; Dr. Homer L. Samp- 
son, Trudeau, N. Y.; Dr. Frank F. S. Reynolds, 
Pawfing Sanatorium, Troy. N. Y.; Dr. A. H. 
Stanhope, Middleton, Mass.; Dr. John V. Pinck- 
ney, Providence, R. I.; Dr. Lester Adams, 
Hebron, Me.; Dr. Olin S. Pettingill, Middleton, 
Mass.; Dr. Lennart Winqurth, Middleton, Mass. ; 
Dr. I. Edward Gluckman, Newark, N. J.; Dr. 
Elliott I. Dorn, Newark, N. J.; Dr. A. Louis 
Gramsch, New Jersey Sanatorium, Glen Gardner, 
N. J.; Dr. Mary L. Bamblet, Wallum Lake. R. I.; 
Dr. H. L. Barnes, Wallum Lake, R. I.; Dr. 
Frederic P. Gorham, Secy., Board of Trustees, 
R. I. State Sanatorium, Wallum Lake, R. I.; Dr. 
John M. Wise, New Bedford, Mass.; Dr. Henry 
D. Chodrinck, Westfield State Sanatorium; Dr. 
William P. Buffum, Jr., Providence, R. I.; Dr. 
Herman B. Chase, Westfield State Sanatorium, 
Mass,; Dr. Roy Morgan. Westfield State Sana- 
torium, Mass.; Dr. William J. Ryan, Summit 
Park Sanatorium. Pomona, N. Y.; Dr. Isadore 
Kaufman, Philadelphia, Pa., representing White 
Haven Sanatorium; Dr. Fred H. Heise, Trudeau, 
N. Y.; Dr. M. W. Newcomb, Brown’s Mills, N. 
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J.; Dr. Edgar Clement, Camden County Tuber- 
culosis Hospital, Ancora, N. J.; Dr. James M. 
Fine, Newark, N. J.; Dr. F. N. Phillips, Provi- 
dence, R. I.; Dr. Willis E. Chandler, Providence, 
R I.; Dr. Mary E. Gaffney, Wallum Lake, R. I.; 
Dr. William J. Enders, Home for Consumptives. 
Chestnut Hill, Pa.; Dr. Francis J. Welch, Port- 
land, Maine; Dr. W. H. Morris, Wallingford, 
Conn.; Dr. S. B. English, Glen Gardner, N. J.; 
Dr N. Bawdich, Dr. Griffith, Dr. Bayard Crane, 
Rutland, Mass. 

After being welcomed by Professor Gorham, 
of the Board of Managers of the above named 
Institution, a paper upon “Recent Tendencies in 
Sanatorium Planning” was presented by Mr. T. 
B. Kidner, of the National Tuberculosis Associa- 
tion, which paper was comprehensive in its scope 
and was discussed by the following: Doctors Pol- 
lak, Heise, Newcomb and Pettingill. 

The second paper was on the “Value and Meth- 
od of Obtaining Records of Ex-Patients” by Dr. 
English. of Glen Gardner, and was discussed by 
Doctors Heise, Chadwick, Enders, Gluckman, 
Fine, Remey and Pollak. 

The third paper “The Advantages, Arrange- 
ment and Equipment of Cafeteria in Sanatoria” 
was presented by Dr. Ernest B. Emerson, Rut- 
land, Mass. This paper brought forth much dis- 
cussion. Chiefly among those who entered into 
discussion were Doctors Barnes, Chadwick, Kauf- 
man, and Reynolds. 

Lunch was served in the dining room of the 
Institution, where the members were entertained 
by Doctor Barnes, following which the members 
were in various groups taken on a tour of inspec- 
tion over all parts of the Sanatorium, 

The business session convened at 3:15 P. M., 
following which the minutes of the last winter’s 
session were approved as read. 

The Secretary advised that in sending out 
notices, since no definite limitations for the East- 
ern Section had been determined, all members 
residing east of the Allegheny Mountains, ex- 
cluding Mississippi whose members were known 
to attend the Mississippi Valley Section, and the 
members of Eastern Canada, were notified; fol- 
lowing which, upon motion of Dr. Remey, of 
Massachusetts, the limitations of the Eastern Sec- 
tion were defined as that portion of the United 
States east of the Allegheny Mountains, includ- 
ing Eastern Canada and excluding Mississippi. 
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The Secretary further advised that during the 
year the following bills have been incurred: 
1. By the Secretary, expenses of 
printing program, mailing 
notices to the press, envelopes $13.12 
Postage 


Secretary’s Total 
2. Expenses of the President in printing 
and mailing return postal cards to 
various members 


Doctor Barnes suggested that, in order to pro- 
vide for officers for the coming year, the appoint- 
ment of a nominating committee be approved, and 
upon motion of Dr. Gluckman, the following were 
appointed: Dr, Pollak, Dr. Griffith and Dr. 
Enders. 

The Secretary presented a communication from 
Dr. E. S. McSweeney. Secretary of the American 
Sanatorium Association, advising that the pre- 
vious action of the Executive Committee of the 
American Sanatorium Association in the forma- 
tion of the Eastern Section had by the entire 
Association been approved. 

A letter was, also, presented from Dr. Amber- 
son, Chairman of the Committee, previously ap- 
pointed to classify pulmonary tuberculosis, asking 
for suggestions and expressions of opinions. No 
definite action, however. was taken. 

The Nominating Committee at this 
reported the following nominations, which were 
duly approved by the entire meeting : 

For Chairman, Dr. S. B. English; Vice Chair- 
man, Dr. Fred Heise; Secretary and Treasurer, 
Dr. Ernest Emerson. 

The following applications were suggested for 
membership, after which they were duly elected: 

Dr. Theodore Cohn, Assistant Physician, Essex 
Sanatorium, Middleton, Mass., recommended by 
Dr. Olin S. Pettingill. 

. Dr. Leon A. Alley, Superintendent, Lakeville 
State Sanatorium, recommended by Dr. Remey. 

Dr. M. H. Collier, Superintendent, White Ha- 
ven Sanatorium, White Haven, Pa., proposed by 
Dr. Isadore Kaufman. 

Doctors William B. Davidson, Halbert C. Hub- 
bard. Joseph Muller, Mark H. Joress, of the Rut- 
land Sanatorium, recommended by Doctor Emer- 
son. 


time 
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Dr. E. B. Clement, Superintendent, Camden 
County Sanatorium, Ancora, proposed by Doctor 
Newcomb. 

Dr. Warren F. Fairbanks, Freehold, N. J., 
Medical Director, Monmouth County Sanatorium, 
proposed by Doctor English. 

Dr. Joseph Herradora, Resident Physician, 
Hudson County Tuberculosis Sanatorium, pro- 
posed by Doctor Pollak. 

Dr. Bayard Crane, of Rutland, Mass., explained 
the work at the Central New England Tubercu- 
losis Sanatorium, in endeavoring to establish 
amongst arrested cases economic rehabilitation. 

The Committee appointed at last year’s meeting 
to suggest a Constitution and By-Laws for the 
Eastern Section, suggested that the Constitution 
and By-Laws of the American Sanatorium Asso- 
ciation, insofar as they apply, be accepted as the 
By-Laws of the Eastern Section, and that the an- 
nual dues should be $1.00, which recommendation 
was by the meeting approved. 

Dr. Homer Sampson, of Trudeau, at this time 
presented his paper on “The Technique of Lung 
Radiograms, Common Defects,” which paper was 
comprehensive in its scope and was followed by 
much discussion. 

Doctor Peters, of Loomis, also presented his 
paper on “Criteria in the Selection of Borderline 
Cases of Pneumothorax Treatment. Discussion 
of Six Cases Accepted and Six Cases Rejected, 
with Demonstration of Radiographic Films,” dis- 
cussion of which, due to lack of time, was de- 
ferred until the morning session, in Providence. 

The guests were then entertained at dinner, in 
the dining room of the Institution, following 
which adjournment was made to Providence. 


ok * 2K 


The second day’s session was called to order by 
Doctor Barnes, in the Medical Library of the 
Rhode Island State Medical Society. 

The first paper on “Equipment and Method of 
Administration of Helio-therapy in Sanatoria,” 
was presented by Doctor O’Brien, of Niantic, 
Conn., following which Doctor Gerber, of Provi- 
dence. presented his paper on “Radiation Treat- 
ment of Surgical Tuberculosis. Demonstration 
of Cases.” This paper elicited much discussion 
and was appreciated by all members. 

Dr. W. H. Morris, of Wallingford, Conn., then 
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presented his paper “Teaching Tuberculosis to 
Patients,” which brought forth much discussion. 

The next paper on “The X-Ray Evidence of 
Hilus Tuberculosis. Demonstration of Films,” 
being presented by Doctor Chadwick, of West- 
field, Mass. 

The afternoon session met at the Providence 
City Hospital, as the guests of the management. 
Papers by Doctor Richardson and Doctor Chapin 
were presented. 

The meeting adjourned at 4:30 P. M. 


BOOK REVIEWS 


THE NATIONAL HEALTH SERIES 
Edited by 
THE NATIONAL HEALTH COUNCIL 
FUNK AND WAGNALLS CoMPANY. 


It is difficult to maintain an attitude that is 
calmly critical in reviewing a series of booklets 
which, to the mind of the reviewer, at least, ful- 
fills so completely and so admirably the purpose 
for which they were intended. The announcement 
at the beginning of each volume reads as follows: 
“In order to provide the general public with au- 
thorative books on health at a low cost, the Na- 
tional Health Council has arranged with the Funk 
and Wagnalls Company for the publication of the 
National Health Series. This series will contain 
twenty books on all phases of human health, 
written by the leading authorities in the United 
States.” These little booklets, averaging 70 pages 
apiece, give the reader in every case a clear and 
comprehensive view of the subject, written in 
simple, straightforward and non-technical lang- 
uage and supply a sufficient number of important 
details to make the contained information thor- 
oughly practical. The standard of these little vol- 
umes is uniformly so high that it is a difficult mat- 
ter indeed to select any for special mention. The 
reviewer was particularly favorably impressed 
with the volumes on “Adolescence” by M. A. 
Bigelow; “Community Health” by D. B. Arm- 
strong and “Your Mind and You” by George K. 
Pratt. “The Human Machine” by W. H. Howell 
is an admirable, non-technical description of body 
structure and function. The volumes on “The 
Expectant Mother” by R. T. DeNormandie, 
“Tuberculosis” by L. R. Williams, “Venereal 
Disease” by W. F. Snow, “Cancer” by F. C. 
Wood and “Taking Care of Your Heart” by T. 
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S. Hart could hardly be improved upon. Of par- 
ticular interest to the family is Clara D. Noyes’ 
“Home Care of the Sick.” A clearer, more prac- 
tical and more attractively written treatise on this 
subject could not easily be imagined. The neat, 
simple little illustrations are a great addition to 
the text. In the judgment of the reviewer the 
volume on “Exercises for Health” by Lenna L. 
Means is the weakest of the series. It evidences 
a slight lack of scientific poise and some of the 
statements are a little extravagant. The volumes 
on “The Baby’s Health” by R. A. Bolt and “The 
Child in School” by T. D. Wood were referred 
to Dr. A. R. Newsam, the pediatrician. His com- 
ment follows: “Both books are excellent. I was 
especially favorably impressed by the emphasis 
which Dr. Bolt placed on the value of feeding 
infants at four hourly intervals except in special 
cases.” 

In form the volumes are attractive despite the 
low price of thirty cents a volume. In the an- 
nouncements at the beginning of the volumes a 
few minor errors were noted. In certain of the 
booklets the list of the Direct Members of the 
National Health Council is given as consisting of 
ten organizations, the second of which is the 
American Medical Association, while in others the 
name of the American Medical Association does 
not appear. The lists of associate and conference 
members also differs as given in different vol- 
umes. Furthermore, the announcement states in 
some of the volumes that “Your Mind and You” 
is written by F, E. Williams, in others by F. E. 
Williams and A. K. Pratt, whereas the name of 
Dr. Pratt alone appears on the cover and on the 
title page while the introduction is by Dr. Wil- 
liams. It occurs to the reviewer that it would be a 
good thing if the series could also be published as 
a single large volume. In this form it would repre- 
sent a health reference book for laymen, especially 
adapted for libraries and for family use, upon 
which it would be extremely difficult to improve. 


MANUAL OF DISEASES OF THE EYE 
FOR STUDENTS AND GENERAL 
PRACTITIONERS. 

By Cuartes H. May, M.D. 

XI Edition—Wm. Wood & Co., N. Y. 

It is a pleasure to review a text-book that sticks 
to its purpose as outlined on its title-page. This 
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is essentially a book for students and general prac- 
titioners, but it likewise invites a place in the oph- 
thalmologist’s library. The author has presented 
his matter in a concise definite manner and _ has 
carefully avoided under treatment a multiplicity 
of operations and methods which serve rather to 
confuse than help the beginner. One or at most 
two well-established operations or lines of medi- 
cal treatment gives the reader at least a basis for 
instituting intelligent treatment. The application 
of the author’s differential diagnosis of conjunc- 
tival and ciliary injection will save many a mis- 
take in diagnosis of an acute inflammation of the 
anterior segment of the eye. The cuts are good 
and the colored plates are not open to the criti- 
cism of more pretentious text-books of being too- 
highly colored. Clear type on a non-glare surface 
in their text-books is a condition which ophthal- 
mologists, at least, should insist upon and the pub- 
lishers should be accorded their meed of praise 
for this feature. 


LIFE INSURANCE EXAMINATION. 
Epitep sy F. W. Foxwortny. 
Published by The C. V. Mosby Co. (1924) 


As one reviews the forty-eight chapters in this 
work, beginning with the History of Life Insur- 
ance Examination, he is impressed with the im- 
portance of such a work, not only to the medical 
examiner but also to the general practitioner. The 
numerous sections are well written and replete 
with condensed and interesting observations. A 
few chapters appear perhaps somewhat too brief, 
but altogether we are impressed with the general 
excellence of this much-needed publication. The 
chapter of the diagnostic value of the Sphygmo- 
manometer should be carefully read by every 
medical examiner. The following chapters have 
seemed of special interest: “Syphillis from the 
Insurance Standpoint”; “Postoperative Risks”; 
“Numerical method of valuing lives for Insur- 
ance” ; “The Relation of Build to Mortality” ; and 
“Postponement in Disease.” 

The chapter on “Goiter and Life Insurance” 
contains several useful hints of importance to the 
medical examiner and to the company he repre- 
sents. 

The book is entirely a practical one and fulfills 
the designs of the various collaborators. The text 
is clear and maintains the high order of excel- 
lence of the publishers. 











